Letters to the Editor

The MMPI Profile of Opiate Addicts of Iran: Evidence from Shiraz
To the Editor: There has recently been an explosion of interest in, and research on, the personality of opiate addicts. Individuals with substance use disorders suffer from high rates of non-substance use psychiatric disorders. A survey found axis II disorders in 90% of opiate addicts. 1 Another survey showed that there is a relationship between opiate dependence and some particular personality patterns, 2 although other studies did not confirm this. 3, 4 There has not been any previous study on the personality pattern of addicts in Iran. This survey assesses the personality patterns of self-identified addicts of Shiraz, Iran, by the Mini-Mult MMPI-71 (Minnesota Multiphase Personality Inventory), which was developed by Kincannon. 5 The Mini-Mult MMPI-71 has generated an appreciable amount of research related to its utility with a variety of clinical populations.
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Subjects and Methods
Subjects were self-identified opiate (opium, heroin) addicts who had been referred to the Welfare and Health Organization of Shiraz, the capital city of Fars Province in Iran. The diagnosis of opiate use disorder was made by means of semi-structural clinical interview for DSM-IV axis I disorder. 9 After an explanation of the confidentiality of the data, the patients were visited by a psychiatrist, after which volunteers were accepted for the research. Each subject indicated his response on an individual sheet of paper. The Mini-Mult MMPI-71 is an abbreviated form of the MMPI. This 71-item short form provides conversion tables for deriving raw scores for three validity scales and eight clinical scales (scales MF and SI were omitted). The standard booklet form of the normalized Persian version of the Mini-Mult MMPI-71 was completed by each subject at the first session of admission when subjects were free from drug effects or withdrawal symptoms and score of cognitive function was higher than 25 on the mini-mental status examination. 10 The reading level of the subjects was sixth grade or higher. Predicted row scores for the three validates and eight clinical scales of the MMPI were obtained from Armentrout's (and Rouzer's) recommendation, who defined technically invalid as either L, F, or K, T scores of above 70.
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Results
The overwhelming majority of subjects was male, and due to the very low number of females (only two from 300), they were omitted from the study. Of the 300 subjects, 140 (46.7%) were eliminated from this study, and the remaining 160 addicts were used in all subsequent analysis. The resulting typologies produced by application of previous studies 2, 12 were as follows: Normal group: profiles with no MMPI scale T score over 70.
Primary psychopath: profiles with either a spike 4 (Pd or psychopathic deviation), a 4-9 (Ma or hypomania) or a 9-4 high point code.
Depressed psychopath: profiles with either a 2 (D or depression) or a 4-2 high point code.
Neurotic psychopath: profiles having the two highest points in the neurotic triad (1, Hs or hysteria; 2, D; 3, Hy or hypochondria), with the addition of 7 (Pt or psychasthenia) when it was elevated, with one of these three being disregarded. 5 Schizoid psychopath: profiles having the two highest points in the psychiatric tetrad (6, Pa; 7, Pt; 8, Sc or schizophrenia; 9, Ma), Pd being disregarded. In agreement with Weisman et al., the following high point codes were also included; 6-1, 1-6, 6-2, 2-6, 8-1, 1-8, 8-2, 2-8.
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Unclassified group: profiles with elevated scale group (e.g., T scores >70) that did not fit into any of the previous categories. The group mean profiles of this sample are characterized by major elevation for D (scale 2) and Hs (scale 1), with a somewhat lesser elevation for Pt (scale 7). The lowest scale is Ma (scale 9). Addicts' sample had a 2-1 group mean profile. Table 1 demonstrates the heterogeneity of this sample by presenting all high point codes.
Discussion
Before discussing the results of this study, some caution should be exercised. The first caution stems from the findings of Haertzen and Hill, who stated that the MMPI profiles produced by addicts are influenced not only by their presenting pathology but also by the stage of drug detoxification or withdrawal. 12 The second caution is that the use of MMPI or any other single personality measure as the sole criterion for treatment or primary prevention is illadvised. The third caution is that the Mini-Mult MMPI-71 was used, although the loss in reliability and correspondence was not deemed sufficient to mitigate against its use when a standard test could not be obtained. 5 The fourth caution is that though opiate use is taboo in Iranian culture, it has been used for recreation, pain relief, and the treatment of mental disorders from time immemorial. Although its use is unlawful, the outpatient therapeutic center is not prohibited from prescribing its use for treatment.
In this study, the major elevations were D and Hs, while the third elevation was Pt. But in the West, the two major elevations are Pd and Ma, followed by D. The scale Ma is one of the highest in the West, but in Iranian addicts, it is the lowest scale. Therefore, there are major differences between the mean profile of Iranian addicts and that of the West (Table 2 ). Another survey in the West also showed that only a minority of heroin-dependent addicts perform within the normal limits of the MMPI. 13 This rate was also lower than in our study. The frequency of the normal group in our study was 35.6%, but in the study in the West, it was 13.1%. The frequency distribution of the abnormal group was totally different from the findings of another research in the West. It shows that most of the subjects are in the normal group, in contrast to a previous study (which showed that it was one of the three rare groups). On the other hand, the most common group of the previous study was primary psychopath, but in the Iranian subjects, its frequency was very low and it is the rarest personality group. Therefore, it can be concluded that there are major differences in personality patterns between the Iranian opiate addict and that of the West.
Researchers have not confirmed the relationship between heroin dependence and any particular personality patterns. 3, 4 We should note that our subjects were selfidentified, although they were randomly selected, but there is probably a bias in referring of the subjects. This result may also demonstrate a high prevalence rate of opiate addiction in society because the frequency rate of the normal group is relatively high.
It should be noted that a large number of the respondents were omitted from this study because their profile was technically invalid. Therefore it can be concluded that perhaps personality pattern evaluation of the Iranian opiate addicts by use of an instrument such as the Mini-Mult 71 is not exactly an accurate method.
Although most of the addicts had abnormal personality patterns, the patterns were different from research in the West and, therefore, primary and secondary prevention programs should consider all the personality patterns.
